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2009 Department of Public Health

Poverty & Prevention Council Report

Prevention Program Name: Asthma Program: Pediatric Easy Breathing Program 

Funding Level: $1,000,000 from state funds
Number Served:  A total of 10,304 children were surveyed to identify symptoms that needed to be assessed to determine if the child had asthma. 

Target Population: The Connecticut Children’s Medical Center (CCMC) Asthma Center completed five years of this Easy Breathing clinical management program in five Connecticut communities and their first year expanding the program statewide. For the second year of statewide coverage, 10,304 children have been surveyed which is three times higher than year one, and 34 practices have been trained. The number of practices trained more than doubled this year compared to last year’s first year of statewide implementation.  Of the 3,350 children surveyed, 846 had asthma and 279 children with asthma were newly diagnosed. 
Program Description: The Connecticut Children’s Medical Center (CCMC) Asthma Center is conducting Easy Breathing, an asthma clinical management program. The program has successfully expanded beyond the original five communities to provide statewide coverage. The Easy Breathing program is a professional education program that trains pediatric providers to administer a validated survey to determine whether a child has asthma, to conduct an assessment to determine asthma severity, to utilize treatment protocol guidelines for determining proper therapy, and to develop individual treatment plans. Easy Breathing is an asthma recognition and management program that is implemented by primary care providers that documents adherence to the National Asthma Education and Prevention Program Guidelines (NAEPP) standards for asthma care. 


Performance Based Standards: 

The contractor conducts quarterly site visits with the Regional Program Coordinators to review and rectify data issues, training needs and/or implementation problems. Submits quarterly narrative and surveillance data to DPH. 

Indicators are guideline adherence for prescribing inhaled corticosteroids for those with persistent asthma and patient education and provision of patient written treatment plans to enable patients to effectively manage their asthma symptoms before they become acute.
Performance Based Outcomes: 

Improved asthma diagnosis and medical management by primary care providers 
for better patient control and self-management based on the National Institute of Health’s Asthma Guidelines 

Performance Based Vendor Accountability:  

· Documentation of DPH oversight conducted under this contract with the contractor and subcontractors through audits, site visits, quarterly and annual aggregate reports as follows: 

· Documentation of technical and professional assistance provided 

· Description of the contractor-created, locally managed data quality control program and the actual assistance provided for the management of the Easy Breathing data system, generation of reports at each district 

· Documentation of monitoring each participating district for adherence to required Program activities 

· Documentation of review of all survey and treatment plan data from each district for consistency and appropriateness 

· Documentation of the results of data analysis that include demographics of children surveyed in each community for asthma, by age, race/ethnicity, and number of newly diagnosed children by age, race/ethnicity 

· Evaluation results of the effectiveness of the Easy Breathing Program in each participating community by analyzing the following process measures and outcome measures over time (quarterly)
Agency Prevention Program: CCMC Easy Breathing Asthma Program

Long-Term Goals:

Health Goals: To reduce hospitalizations and emergency department visits related to acute asthma symptoms. 

Education Goals: To increase healthcare provider compliance with National Institute of Health’s Asthma Guidelines to ensure appropriate diagnosis and medical management of children with asthma and to promote awareness for those with asthma that asthma is a controllable disease when properly managed. 
Strategies: 
Expand the current program statewide for implementation 

Maintain current and identify, recruit and train new pediatric healthcare practices/clinic sites to conduct the Easy Breathing Program 

Conduct chart audits and surveillance activities to evaluate effectiveness and adherence to National Institute of Health’s Asthma Guidelines for prescribing inhaled corticosteroids and providing patient education.

Provide written treatment plans to the patient as a means to educate the patient to understand their role in compliance for ongoing effective asthma management. 
Outcomes: Patients receive appropriate diagnosis and medical management based on National Institute of Health’s Asthma Guidelines and are provided written instructions with education to self-management their asthma.  Presently, there are 103 practice sites throughout CT actively participating in the statewide initiative: 76 private practices, 24 clinics, and three school –based health clinics.  There were 459 clinicians participating in the program in this final quarter of the fiscal year.

Prevention Effectiveness: 

Goal is for at least 95% of children with asthma and enrolled in Easy Breathing have a written asthma treatment plan. Only 84% of children with asthma had a written treatment plan.

Goal is for at least 95% of children with persistent asthma enrolled in Easy Breathing are prescribed inhaled corticosteroids which is consistent with National Institute of Health’s Asthma Guidelines. This goal achieved 97% compliance, which is the highest since inception of the program for adherence.  The number of children surveyed 7/1/09 – 6/30/09 was 14,639, 3,483 of these or 24% had asthma.  Of these 3,483 children with asthma, 27% were newly diagnosed, 63% newly diagnosed were diagnosed with intermittent disease, 24% were diagnosed with mild persistent asthma and 13% with moderate persistent asthma.

Methods: 

Surveillance data of all participating children is reported to DPH for both Medicaid and non-Medicaid children including race and ethnicity. The program focuses on health care practices in urban areas where there is a higher proportion of asthma hospitalization and emergency department visits and Medicaid enrollment.
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Asthma Program: Easy Breathing


	$1,000,000
	10,304 children were surveyed to identify asthma symptoms 

34 practices have been trained in Easy Breathing


	An asthma clinical management healthcare provider education program that promotes adherence to “best practice” care standards for asthma
	The contractor conducts quarterly site visits with the Regional Program Coordinators to review and rectify data issues, training needs and/or implementation problems. Submits quarterly narrative and surveillance data to DPH 
	Improved asthma diagnosis and medical management by primary care providers for better patient control and self-management based on the National Institute of Health’s Asthma Guidelines 
	Documentation of DPH oversight conducted under this contract with the contractor and subcontractors through audits, site visits, quarterly and annual aggregate narrative and data reports


Prevention Program Name: Child Day Care Licensing

Funding Level:

State: 1,268,166 and Federal: $666,791

Number Served:  114,151 Licensed Capacity.*

* This number does not reflect actual enrollment, as some slots may be under utilized or shared between part-time children.
Program Description: This Program regulates all licensed child day care programs throughout the state of Connecticut in accordance with required standards established by state statutes and regulations.  This is accomplished by providing technical assistance, application processing, facility monitoring, complaint investigation, and enforcement activities.  The Program licenses 1598 Child Day Care Centers and Group Day Care Homes, and 2738 Family Day Care Homes, and is committed to promoting the health, safety, and welfare of Connecticut's children in these licensed facilities. 
Performance Based Standards: 

· Meet statutory requirements for inspections of licensed day care facilities: Inspect child day care centers and group day care homes every two years; inspect 1/3 of licensed family day care homes annually.
· Conduct complaint investigations.
· Take enforcement action against non-compliant facilities, as necessary.
· Meet statutory requirements for providing technical assistance on regulatory issues.
Performance Based Outcomes: 

· Continue the process to revise child day care regulations with improved health and safety standards.
· 123 technical assistance activities conducted from 7/1/08 – 6/30/09 served 2,766 child care providers and applicants.
· The department consistently exceeds inspection goals for licensed child care facilities. From 7/1/08 – 6/30/09, 902 compliance monitoring inspections of family day care homes were required, 1091 inspections were completed; 798 compliance monitoring inspections of child day care centers and group day care homes were required, 890 inspections were completed.
· All complaints inspections include unannounced site visits.  From 7/1/08 – 6/30/09 there were 1255 complaint investigation inspections involving licensed and illegally operating child day care facilities.
· From 7/1/08 – 6/30/09, 136 enforcements against licensed or illegally operating child day care facilities were taken.
Performance Based Vendor Accountability:  

The Department of Public Health is the state agency responsible for the regulation and monitoring of licensed child day care facilities in accordance with the following statutes and regulations:
· C.G.S, Sec. 19a-80; Sec. 19a-87b
· Public Health Code, Sec. 19a-79-1a through 19a-79-13
· Public Health Code, Sec. 19a-87b-1 through 19a-87b-18
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Child Day Care Licensing

	State: $1,268,166

Federal: $666,791
	114,151 Licensed Capacity.*

* This number does not reflect actual enrollment, as some slots may be under utilized or shared between part-time children
	This Program regulates all licensed child day care programs throughout the state of Connecticut in accordance with required standards established by state statutes and regulations.  This is accomplished by providing technical assistance, application processing, facility monitoring, complaint investigation, and enforcement activities.  The Program licenses 1598 Child Day Care Centers and Group Day Care Homes, and 2738 Family Day Care Homes, and is committed to promoting the health, safety, and welfare of Connecticut's children in these licensed facilities. 
	· Meet statutory requirements for inspections of licensed day care facilities: Inspect child day care centers and group day care homes every two years; inspect 1/3 of licensed family day care homes annually.
· Conduct complaint investigations.
· Take enforcement action against non-compliant facilities, as necessary.
· Meet statutory requirements for providing technical assistance on regulatory issues.
	· Continue the process to revise child day care regulations with improved health and safety standards.
· 123 technical assistance activities conducted from 7/1/08 – 6/30/09 served 2,766 child care providers and applicants.
· The department consistently exceeds inspection goals for licensed child care facilities. From 7/1/08 – 6/30/09, 902 compliance monitoring inspections of family day care homes were required, 1091 inspections were completed; 798 compliance monitoring inspections of child day care centers and group day care homes were required, 890 inspections were completed.
· All complaints inspections include unannounced site visits.  From 7/1/08 – 6/30/09 there were 1255 complaint investigation inspections involving licensed and illegally operating child day care facilities.
· From 7/1/08 – 6/30/09, 136 enforcements against licensed or illegally operating child day care facilities were taken.
	The Department of Public Health is the state agency responsible for the regulation and monitoring of licensed child day care facilities in accordance with the following statutes and regulations:
· C.G.S, Sec. 19a-80; Sec. 19a-87b
· Public Health Code, Sec. 19a-79-1a through 19a-79-13
· Public Health Code, Sec. 19a-87b-1 through 19a-87b-18



Prevention Program Name: Community Health Centers

I.
Agency Prevention Data:  Community Health Centers

Long-Term Goals:

· Health goals:  To increase access to comprehensive, family-oriented community based health care to all who seek it, regardless of their ability to pay.
· Education goals:  To increase awareness of the mission of community health centers.
Strategies: 

· Improve access to Primary and Preventive Care.

· Provide cost-effective and high quality care.

· Assist in the reduction of health disparities.

· Provide effective management of chronic illness.

· Improve birth outcomes.

Outcomes: 

· Number of unduplicated patient visits and medical management for low-income and uninsured clients.

Prevention Effectiveness: 

· Number of pregnant women beginning prenatal care in the first trimester.

· Number of children with second birthday during the measurement year with appropriate immunizations.

· Number of women 21-64 years of age who received one or more Pap tests during the measurement year or during the two years prior to the measurement year.

· Number of diabetic patients whose HbA1c levels are less than or equal to 9 percent.

· Number of adult patients 18 years and older with diagnosed hypertension whose most recent blood pressure was less than 140/90.

· Number of births less than 2,500 grams to health center patients.

Methods: 
DPH collaborates with CHCs through other statewide efforts and grants.  

For example, DPH is working with Charter Oak Community Health Center and Community Health Services, as well as other key community partners, to establish a federal Healthy Start Program in Hartford to address perinatal disparities with an emphasis on Black/African American communities.

Another example, is use of federal MCH Block Grant funds to provide the CenteringPregnancy® model of group prenatal care to pregnant women at Fair Haven Community Health Center in order to improve birth outcomes. 

Other: include other information the agency deems relevant to demonstrate the preventive value of services provided by the agency.


Ten of the thirteen community health centers received Section 330 funding from the federal government and were required to provide specific Uniform Data Systems (UDS) reporting.  This reporting required these CHCs to report on particular parameters that the federal government will analyze and create trending.  As this information becomes available, we will better be able to evaluate the effectiveness of the measures that are in place.  In 2009, eleven of the thirteen will be required to report.  DPH will ask the other one to report something similar. 

II.
Agency Program Data:  Community Health Centers

Prevention Program Name: 

Community Health Center Program

Funding Level: 
State funding SFY 08-09: $7,552,912

Number Served:  
219,912 from quarterly reporting. 

This number includes those clients seen for primary and preventive care, oral health care, and health care access.  The Uniform Data System (UDS) data from the federal government is not yet available for the calendar year 2008.  This UDS data is what is utilized for most reporting.

Program Description: 

Agency Name:  Department of Public Health 

Program Name:  Community Health Centers
Program Description:  The purpose of the Community Health Center program is to assure access to comprehensive primary and preventive health care services and improve the health status of the underserved and vulnerable populations in CT.  Thirteen health care corporations receive partial funding through the Connecticut Department of Public Health to provide comprehensive preventive and primary health care services through Community Health Centers located in 30 towns throughout CT. As safety net providers, they deliver health care to individuals enrolled in Medicaid and Medicare as well as the underinsured and uninsured from birth through old age.  Twelve of the 13 corporations are Federally Qualified Health Centers (FQHCs) that receive funding authorized by Section 330 of the Public Health Service Act and one does 

Community Health Centers (CHCs) serve as the medical home and family physician for many of the poor, underserved, vulnerable, and at risk for poor health status people who live in communities throughout the Connecticut.  They offer comprehensive, community-based, primary and preventative health care including pediatric, adolescent, adult and geriatric health care, prenatal and postpartum care as well as supportive services such as translation, transportation, case management, health education, social services and culturally sensitive healthcare.  Depending on the availability, many offer dental care, mental health and addiction services, school based health care and outreach programs.

Performance Based Standards:

The contractor submits quarterly narrative and surveillance data to DPH. 

Performance Based Outcomes:

· Number of pregnant women beginning prenatal care in the first trimester.

· Number of children with second birthday during the measurement year with appropriate immunizations.

· Number of women 21-64 years of age who received one or more Pap tests during the measurement year or during the two years prior to the measurement year.

· Number of diabetic patients whose HbA1c levels are less than or equal to 9 percent.

· Number of adult patients 18 years and older with diagnosed hypertension whose most recent blood pressure was less than 140/90.

· Number of births less than 2,500 grams to health center patients.

The following is language from the CHC contract with key deliverables. 

Community Health Services:
1) The contractor shall provide comprehensive primary and preventive health care and other essential public health services for low income, uninsured and vulnerable people of all ages, through a Community Health Center (CHC) which shall include but is not limited to the following:

· Basic Health services related to family medicine, internal medicine, pediatrics, obstetrics or gynecology.

· Diagnostic laboratory and radiology services.

2) Such services shall be provided in accordance with the provisions of Connecticut General Statutes, Section 19a - 490a that delineates the services and requirements for operation of a community health center and the Federally Qualified Health Center (FQHC) guidelines.

3) The contractor shall deliver culturally competent services.  Culturally competent services encompass a set of behaviors, skills, attitudes and policies that promote awareness, acceptance, and respect for differences among people by developing a flexible service delivery that can be easily adapted to meet the evolving/emerging needs of diverse populations.  This includes but is not limited to the following:

4) The contractor shall be fully licensed by the State of Connecticut and operate in accordance with applicable sections of the Connecticut Public Health Code and Connecticut General Statutes.

5) All services provided shall be in accordance with nationally recognized and accepted standards of care.

6) The contractor shall provide services to individuals regardless of their ability to pay.

7) The contractor shall establish and maintain collaborative relationships and linkages with other organizations serving the same populations.

8)
The contractor shall make all reasonable effort to obtain reimbursement for services rendered from any third party payors from whom the clients served may be eligible to receive benefits.   The contractor shall use any revenues generated by such reimbursement to maintain, enhance and expand services.

9) Funds provided under the terms of this Agreement for specific program areas must be used in those program areas and cannot be transferred to a different program area.

10) The contractor shall submit Community Health Services mid-year and year-end progress reports, due with the second and fourth quarter program reports required pursuant to Sub Section A.1 #4 as outlined above.

11) If oral health services are offered, the contractor shall provide comprehensive oral health services including but limited to oral exams and diagnosis, X-Rays, cleanings, periodontal services, restorations of primary and permanent teeth, referrals to specialist, and oral health education.
12) If a Health Access Program is provided, United Community and Family Services Inc. and the William W. Backus Hospital (“WWBH”), shall implement the “Access to Care Program” to provide free public insurance eligibility screenings to uninsured clients seeking care in the Backus Hospital Emergency Department (“ED”), as follows: 

· Provide two Access to Care Specialists to assist uninsured WWBH patients interested in applying for state insurance, to be available Monday through Friday, 8:30 a.m. to 4:00 p.m. in the WWBH ED to provide timely and onsite eligibility screenings for public insurance programs. 

· Provide Access to Care Specialist services in both English and Spanish, as needed.

· Meet with patients to determine such applicant’s eligibility for public insurance

· Offer patients who are identified as eligible for such public insurance during the screening process an appointment with the A2C Specialist at Backus Hospital.  

· Submit the completed public insurance application forms with all supporting documents for each such patient to the State of Connecticut Department of Social Services (DSS). DSS shall assign a local caseworker to process each such application. 

· Follow up with the patient and their respective DSS Caseworker during the DSS determination process to assist the patient with submission of any additional information required by DSS:

· Upon receipt of notification from DSS that the patient’s application for public insurance has been approved, notify the Patient Accounts Department of the WWBH of the effective date of eligibility in the public insurance program.  The WWBH Patient Accounts Department shall submit the bills for services to the proper public insurance carrier for the period of eligibility.

· Refer patients who have no regular doctor for linkage to a “primary medical home”. “Primary Medical Home” is defined as a primary care practice that will serve all of the patient’s non-emergency primary medical needs and coordinate care for improved overall health.

· Refer patients who have no regular dentist for linkage to a “primary dental home”. “Primary Dental Home” is defined a dental provider practice that will serve all of the patient’s dental needs and provide prevention services for improved overall oral health.

· Based on needs identified during the public insurance application assistance process.  Such referrals shall be patient-specific and include, but are not limited to: housing assistance, food assistance, WIC, In School Dental Program, etc.

Performance Based Vendor Accountability:  Review of reports including reports 10 of 13 CHCs submit to the federal government; periodic site visits to the contractor; medical record audits on site visits; communication and collaboration with CHC contractors and CHC Association of CT.
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Community Health Center Program


	State funding 

SFY 08-09: 

$7,552,912


	220,711 per quarterly reports SFY 08-09.

Federal UDS data for calendar year 2008, the most recent available, is not available until late September.
	Assure access to comprehensive primary and preventive health care services and improve the health status of underserved and vulnerable populations in CT.

Thirteen health care corporations receive partial funding from DPH to provide these health care services through CHCs located in 30 towns in CT.  As safety net providers, they deliver health care to individuals enrolled in Medicaid and Medicare as well as underinsured and uninsured from birth through old age.  Twelve of the corporations became section 330 funded federally qualified health centers (FQHC) in 2009 and as such are mandated to provide reporting to the federal government. The other CHC meets FQHC program requirements but do not receive Section 330 funding. 


	All 13 CHCs submitted quarterly reports to DPH.  Annual reports are also submitted but are not yet compiled for 08-09.  These data are not unduplicated and not as accurate as the documentation (Uniform Data System or UDS) submitted to the federal government annually by section 330 funded health centers that includes 10 of 13 CHCs in calendar year 2008.  In calendar year 2009, this UDS data will be submitted by 12 of 13. 
	Number of pregnant women beginning prenatal care in the first trimester.

Number of children with second birthday during the measurement year with appropriate immunizations.

Number of women 21-64 years of age who received one or more Pap tests during the measurement year or during the two years prior to the measurement year.

Number of diabetic patients whose HbA1c levels are less than or equal to 9 percent.

Number of adult patients 18 years and older with diagnosed hypertension whose most recent blood pressure was less than 140/90.

Number of births less than 2,500 grams to health center patients.


	Review of reports including reports 10 of 13 CHCs submit to federal government; periodic site visits to the contractor;

medical record audits on site visits; communication and collaboration with CHC contractors and CHC Association of CT.


Prevention Program Name: Family Planning 
Program Description: Twelve Family Planning Clinics (FPC) are funded by the Connecticut Department of Public Health (DPH) through a contract with Planned Parenthood of Connecticut, Inc. Total DPH funding to the Family Planning Program equals $1,063,048. The purpose of the DPH Family Planning Program is to provide preventive and primary reproductive health care through health care services, information, and education to the uninsured or underserved individuals, both male and female, in CT. 

Target Population: In 2008, the twelve DPH funded Family Planning Clinics served: 

29,473 patients; 93% females, 7% males. Of those served 23% were teens (ages 14-19). 

· The race of the female patients served was identified as 54% White-non Hispanic, 15% Black- non-Hispanic, and 1% Asian/Pacific Islander. A total of 24% of the female patients served reported Hispanic ethnicity. 

· Of the male patients served, the race was identified as 43% White-non Hispanic, 26% Black- non-Hispanic, and 0.9% Asian/Pacific Islander. A total of 24% of the male patients served reported Hispanic ethnicity. 

· Of all clients served, 55% were Uninsured (Self-pay/No pay), 10% had private insurance, and 19% had public insurance and 16% had another funding source. 

Number of children and families served 2008: A total of 29,473 participants served. 

Program Cost 2008: $1,063,048 

Long-Term Agency Goals: To increase access to comprehensive family planning and health care, to all who seek it, regardless of their ability to pay. 

Strategies: 

· Improve access to Primary and Preventive Care. 

· Provide cost-effective and high-quality care. 

· Expand community education and outreach services. 

· Assist in the reduction of health disparities. 
· Improve birth outcomes. 

Performance-Based Standards: The contractor submits quarterly narrative and surveillance data to DPH. 

Performance –Based Outcomes: Increase in unduplicated patient visits and family planning services for low-income and uninsured clients. 

Performance-Based Accountability: Documentation of DPH oversight conducted under this contract with the contractor through audits, site visits, quarterly and annual aggregate reports. 

Measure of Effectiveness: At least 60% of eligible clients received reproductive health care services regardless of their ability to pay. 

· At least 90% of female patients with a preventive reproductive health exam received a Pap test. 

· At least 90% of female patients with a preventive reproductive health exam received a clinical breast exam. 

· At least 85% of female patients with a preventive reproductive health exam received a screening for Chlamydia trachomatis and gonorrhea. 

· At least 80% of clients with a preventive reproductive health exam received AIDS Education, behavioral counseling, and information on HIV testing sites. 

Methods: Data of all unduplicated patients and patient visits is reported including age, sex, race/ethnicity, insurance status and federal poverty level.

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Family Planning Program 


	State:  $1,041,908

Federal: $21,140

Total:  $1,063,048


	Total served for reproductive services = 29,473
600 attended in-service training sessions and/or workshops, and 2,089 attended educational presentations.
Total including reproductive services, in-service training and educational presentations = 32,162
	Twelve Family Planning Clinics (FPC) are funded by the Connecticut Department of Public Health through a contract with Planned Parenthood of Connecticut, Inc. The purpose of this program is to provide preventive and primary reproductive health care services, education, training and outreach to both male and female, uninsured or underserved individuals in CT. The education, training and outreach activities are aimed at a variety of populations, but target primarily teens and young adults with educational workshops on reproductive health including birth control and sexually transmitted diseases (STDs). The purpose of these activities is to increase the participants’ knowledge about reproductive health and increase the likelihood that participants will make and act on informed, healthy decisions about the sexuality and reproductive health.


	Planned Parenthood of CT’s Family Planning program met or exceeded all outcome measure goals and improved over the previous year. Seventy nine percent of the program’s clients received services regardless of ability to pay (this includes patients paying according to their sliding fee scale and those covered by Medicaid). Based on sample chart reviews, 98% of female patients receiving a preventive reproductive health exam received a Pap test; 99% of female patients with a reproductive health exam received a clinical breast exam; 89% of female patients with a reproductive health exam received screening for Chlamydia trachomatis; and 91% of clients with a reproductive health exam received AIDS education, non-specific behavioral counseling and, upon request, information on testing sites.


	1. Number of clients receiving services this period regardless of ability to pay (were unable to pay all or part of cost).

Goal: 60%

Actual: 79%

2. Number of patients receiving a comprehensive annual preventive reproductive health exam during this reporting period:

· Number of female patients with a preventive reproductive health exam who received a Pap test.

Goal:  90%

Actual:  98%

· Number of clients with a preventive reproductive health exam who received a clinical breast exam.

Goal:  90%

Actual:  99%

3. Number of clients receiving a comprehensive initial preventive reproductive health exam during this reporting period.

· Number of female patients receiving a preventive reproductive health exam during this reporting period who received a screening for Chlamydia trachomatis and gonorrhea.

Goal:  85%

Actual:  89%

· Number of clients with a preventive reproductive health exam who received AIDS education, non-specific behavioral counseling and, upon request, information on testing sites.

Goal:  80%

Actual:  91%


	Performance based vendor accountability is monitored through site visits with random medical record reviews, observations and staff interviews, review of quarterly and annual report data, and contractor participation and updates on various Maternal and Child Health Committees and Advisory Boards.




Prevention Program Name: Immunization Program 

Program Description: The State of Connecticut Immunization Program’s mission is to prevent disease, disability and death from vaccine-preventable diseases.  The following means are used to accomplish this goal: provide vaccine for Connecticut children; educate medical personnel and the general public on the importance of vaccination; work with providers using the immunization registry to assure that all children in their practice are fully immunized; assure that children who are in day care, school and college are adequately immunized; and conduct surveillance and outbreak control activities for vaccine-preventable diseases. 

Target population: Program serves 0-18 year old population. Population estimate for 2009 is 866,224 children. 

Number of children and families served 2008-2009: According to the 2008 National Immunization Survey (NIS), 69.8 % of the states’ two year olds were up to date on their immunizations comprised of a series of 4 doses of DTaP, 3 doses of Polio, 1 dose of MMR, 3 doses of HiB, 3 doses of Hepatitis B, and 1 dose of varicella vaccines (4:3:1:3:3:1). (This is a decrease from last year’s rate of 86.8% due to a shortage of Hib vaccine and deferment of the Hib booster dose.) Coverage for individual antigens is as follows: 

· 4+ DTaP at 88.2% 

· 3+ Polio at 99.5% 

· 1+ MMR at 95.3% 

· 3+ Hep B at 98.1% 

· 1+Varivella at 93.2% 

The coverage rates for the individual antigens are all above the national rates.

The 2007 NIS survey included children born January 2005 through June 2007. 

Program Cost 2008-2009: $44,830,209

Long Term Agency Goals: The Immunization Program seeks to: 

· Prevent disease, disability and death from vaccine preventable diseases in infants, children and adolescents through surveillance, case investigation and outbreak control, vaccination, monitoring of immunization levels, provision of vaccine, and professional and public education 

· Identify where pockets of under immunized children continue to exist in our major urban centers by utilizing our state immunization registry data. 
Strategies: 

· Prevent disease, disability and death from vaccine preventable diseases in infants, children and adolescents through surveillance, case investigation and outbreak control, vaccination, monitoring of immunization levels, provision of vaccine, and professional and public education 

· Conduct vaccine preventable disease case investigation

· Conduct educational sessions for medical personnel

· Conduct educational sessions for parents, child care providers, school nurses and other groups responsible for ensuring that children are properly immunized

· Provide vaccine to public and private immunization providers throughout the state

Performance-Based Standards: Immunization coverage is one of our principal performance-based standards.  The National Immunization Survey (NIS) conducted annually by CDC estimates vaccination coverage among children aged 19-35 months old nationally and for each state.  
Performance-Based Outcomes: Connecticut’s 2008 NIS coverage for 4 doses of DTaP, 3 polio, 1 MMR, 3 Hib, 3 hepatitis B, 1 varicella (4:3:1:3:3:1) was 69.8%.  This is a decrease from last year’s rate of 86.8% due to a shortage of Hib vaccine and deferment of the Hib booster dose.

For individual antigens, coverage was all above the national average and includes:

· 4+ DTaP 88.2%

· 3+ Polio 99.5%

· 1+ MMR 95.3%

· 3+ Hep B 98.1%

· 1+Varicella 93.2%

According to our immunization registry which looked at the records of 35,000 two-year-olds born in 2006, 4:3:1:3:3:1 coverage is 68% and 4:3:1:2:3:1 coverage is 83%.  Eighty seven % of our 2006 birth cohort (35,000 out of 40,260) is enrolled in our registry.

Performance-Based Accountability:  The Immunization Program has contracts with 14 Immunization Action Plan Coordinators (IAPs) working at local health departments in areas of greatest need.  IAPs are required to submit quarterly reports and they are evaluated on their outreach efforts (number and percentage of children behind on their immunizations who are brought back into medical care) and the immunization coverage rates of the providers with whom they work.
Measure of Effectiveness:  Connecticut’s 2008 NIS coverage for 4 doses of DTaP, 3 polio, 1 MMR, 3 Hib, 3 hepatitis B, 1 varicella (4:3:1:3:3:1) was 69.8%.  This is a decrease from last year’s rate of 86.8% due to a shortage of Hib vaccine and deferment of the Hib booster dose.

For individual antigens, coverage, all of which are above the national coverage rates, includes:

· 4+ DTaP 88.2%

· 3+ Polio 99.5%

· 1+ MMR 95.3%

· 3+ Hep B 98.1%

· 1+Varicella 93.2%

According to our immunization registry which looked at the records of 35,000 two-year-olds born in 2006, 4:3:1:3:3:1 coverage is 68% and 4:3:1:2:3:1 coverage is 83%.  Eighty seven % of our 2006 birth cohort (35,000 out of 40,260) is enrolled in our registry.
Methods:

· Collect, verify and report information of vaccine reportable diseases

· Collect, verify and report information on children enrolled in the immunization registry

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Immunization Program


	State = $9,110,827

Federal = $35,719,382


	Children aged 0-18 years, population estimate for 2009 is 866,224
	The mission of the Immunization Program is to prevent disease, disability and death from vaccine-preventable diseases.  The following means are used to accomplish this goal: provide vaccine for Connecticut children; educate medical personnel and the general public on the importance of vaccination; work with providers using the immunization registry to assure that all children in their practice are fully immunized; assure that children in day care, school and college are adequately immunized; and conduct surveillance and outbreak control activities for vaccine-preventable diseases. 
	Immunization coverage is one of our principal performance-based standards.  

The National Immunization Survey (NIS) conducted annually by CDC estimates vaccination coverage among children aged 19-35 months old nationally and for each state.  


	Connecticut’s 2008 NIS coverage for 4 doses of DTaP, 3 polio, 1 MMR, 3 Hib, 3 hepatitis B, 1 varicella (4:3:1:3:3:1) was 69.8%.  This is a decrease from last year’s rate of 86.8% due to a shortage of Hib vaccine and deferment of the Hib booster dose.

For individual antigens, coverage was as follows:

4+ DTaP 88.2%

3+ Polio 99.5%

1+ MMR 95.3%

3+ Hep B 98.1%

1+Varicella 93.2%

all of which are above the national coverage rates.

According to our immunization registry which looked at the records of 35,000 two-year-olds born in 2006, 4:3:1:3:3:1 coverage is 68% and 4:3:1:2:3:1 coverage is 83%.  Eighty seven % of our 2006 birth cohort (35,000 out of 40,260) is enrolled in our registry. 


	The Immunization Program has contracts with 14 Immunization Action Plan Coordinators (IAPs) working at local health departments in areas of greatest need.  IAPs are required to submit quarterly reports and they are evaluated on their outreach efforts (number and percentage of children behind on their immunizations who are brought back into medical care) and the immunization coverage rates of the providers with whom they work. 


Prevention Program Name: Unintentional Childhood Injury Prevention 

Funding Level:  FY 2008-2009

State:  $0
Federal: $40,000



Number of children and families served:  Through Maternal and Child Health Block Grant funding the program served 266 parents/caregivers and 301 children.  Seven Child Passenger Safety Technicians were also trained and certified.     
Long-Term Agency Goals:  Reduce deaths and disabilities due to unintentional injuries among children in Connecticut.
Program Description:  The Program’s overall goal is to reduce death and disability among children and adults from unintentional injury including motor vehicle crashes, falls, fire/burns, drowning and poisoning.  The Program provides technical assistance and resources to providers and community agencies on injury prevention issues.  The Program works closely with other agencies, organizations and coalitions to raise awareness, and develop and implement injury prevention programs and policies.  Through Maternal and Child Health Block Grant funding the Program contracts with Safe Kids Connecticut to provide child transportation safety training to health care, childcare and other service providers and to provide education, child safety seats and booster seats to low-income families.  The geographic service area is statewide.

Strategies: 

· Contract  with Safe Kids Connecticut for child passenger and transportation safety training and resources to health care, childcare and other  service providers and provide education, child safety seats and booster seats to low income families.    

· Collaborate with other State Agencies, including the Department of Transportation, Department of Consumer Protection, Department of Social Services, Department of Education, and coalitions such as Safe Kids Connecticut to raise awareness of effective injury prevention measures and and develop and implement injury prevention policies and programs.  

· Analyze and disseminate surveillance data on fatal and non fatal injuries in Connecticut.  

Performance-Based Standards:  Training programs are based on national safety curricula developed by child passenger safety experts, and are regularly reviewed to insure that they meet current “best practice” Standards.  Nationally certified child passenger safety instructors or technicians deliver the training and educational programs and work with families to ensure that child safety seats and booster seats are correctly installed and used.  
Performance –Based Outcomes:  

Percentage of parents/family members and service providers reporting increased awareness of effective measures to prevention injuries to children in motor vehicle crashes including selection and use appropriate occupant protection systems.
Performance-Based Vender Accountability:  Contractor is required to submit periodic reports on program activities and outcome measures.  The Injury Prevention Program monitors selected training programs and closely with the Contractor and other partners to identify providers organizations and to insure that low-income families receive program services.    

	Injury Prevention Program  - Unintentional Childhood Injury

Prevention


	Federal: $40,000

State:  $0
	266 parents/family members

301 children

7 child passenger safety technicians trained 
	Through Maternal and Child Health Block Grant funding the Program contracts with Safe Kids Connecticut to provide child transportation safety training to health care, childcare and other service providers and to provide education, child safety seats and booster seats to low-income families.  The geographic service area is statewide    

	Training programs are based on national safety curricula developed by child passenger safety experts, and are regularly reviewed to insure that they meet current “best practice” Standards.  Nationally certified child passenger safety instructors or technicians deliver the training/educational programs 
	Percentage of parents/family members and service providers reporting increased awareness of effective measures to prevention injuries to children in motor vehicle crashes including selection and use appropriate occupant protection systems.
	Contractor is required to submit periodic reports on program activities and outcome measures.     



Prevention Program Name: Lead Poisoning and Control Program 

I. Agency Prevention Data:
Long-Term Agency Goals:

Health Goals: The Connecticut Lead Poisoning Prevention Control Program (LPPCP) is committed to reducing and eliminating confirmed elevated blood lead levels in children less than six years of age in Connecticut by 2010.  The LPPCP will increase the monitoring of demographic and socioeconomic status of the high-risk populations being tested in Connecticut in order to evaluate the screening rates among these high-risk populations.
Education Goals: The LPPCP will increase the awareness of lead poisoning prevention by providing educational messages to the community (private and professional) about lead poisoning and lead poisoning prevention through monthly newsletters, two educational conferences, and six outreach and education opportunities.

Case Management (Environmental and Child) Goals: The LPPCP will maintain the number of audits and assistance visits conducted at contracted local health departments of 12 per year thereby maintaining oversight, surveillance, and LHD adherence to program protocol and statutory and regulatory mandates.
Strategies: 

Health Strategies:

· Annual Activity 1: The LPPCP will develop a "findings" document that identifies screening rates of all children being tested, including the high-risk populations (Annual Surveillance Report). 
· Annual Activity 2: The LPPCP will provide the Annual Surveillance Report, via e-mail, to approximately 45 Strategic Partners (including the Legislative Public Health Committee) and post the report on the LPPCP website.

· Annual Activity 3:  The LPPCP will develop a document that identifies quality assessment/quality assurance measures, and any required correction of laboratory issues.

· Annual Activity 4:  The LPPCP will review the specific issues of the “findings” document with the laboratory directors so they can revise their quality assurance measures on a large scale.

· Annual Activity 5: The LPPCP will review data submitted to DPH to evaluate whether the laboratories are complying with their specific laboratory issues in the “findings” document.

Education Strategies:

· Annual Activity 1: The LPPCP will publish monthly newsletters that will provide current prevention and regulatory information to the lead poisoning prevention community.

· Annual Activity 2: The LPPCP will conduct two educational conferences with targeted specialty sessions for local health department personnel, health care partners and regulatory authorities so that current information on childhood lead poisoning prevention may be disseminated on a widespread basis.

· Annual Activity 3: The LPPCP will develop six outreach and education opportunities with elementary and preschools, Family Resource Centers, School Readiness programs, Head Start, Parent Teacher Organizations, School Nurse Organizations, and high schools with teen parents.

Case Management Strategies:

· Annual Activity 1: The LPPCP will conduct at least three audits and/or assistance visits to local health departments per quarter.
· Annual Activity 2: The LPPCP will submit written reports of findings to all agencies that received audits.
· Annual Activity 3: The LPPCP will review information submitted to DPH to evaluate whether the local health department is complying with the recommendations of the audit or assistance visit.
Outcomes: 

· Screening rates for children 1 and 2 years old will increase

· Incidence of children will blood lead levels greater than or equal to 10 µg/dL will decrease

· Increase the level of attendance at educational conferences

· Decrease in the number of quality issues found with the child blood lead level data submitted by laboratories

· Audits of local health departments will identify fewer deficiencies with child and environmental case management that need correction 

Measure of Effectiveness: 

· Increase in the screening rate of all one and two year olds due to implementation of the newly passed Legislation

· Decrease of the incidence and prevalence of children with elevated blood lead levels greater than or equal to 10 µg/dL
Methods: 

Education/outreach and intense screening efforts are targeted toward urban settings where low income, minority children between 1 and 2-years of age live. Children in this age group are at highest risk for lead poisoning for reasons including lower socioeconomic status, deteriorated lead-based paint in and around their homes, and common toddler behavior (e.g., crawling on floors and putting things in their mouths).

Other: Evidence based guidelines for the LPPCP’s intervention guidance includes: 

CDC documents: 

1) Screening Young Children for Lead Poisoning: Guidance for State and Local Public Health Officials, November 1997 

2) Managing Elevated Blood Lead Levels Among Young Children: Recommendations from the Advisory Committee on Childhood Lead Poisoning Prevention, March 2002 
Connecticut Department of Public Health Lead Poisoning Prevention and Control Regulations

Principal Connecticut General Statutes related to lead poisoning prevention

Findings from audits of local health department lead poisoning prevention programs.

Findings from oversight of the local health department case management activities (child and environmental) using the Lead Surveillance System. 

II. Agency Program Data: Department of Public Health
Prevention Program Name: Lead Poisoning Prevention and Control Program
Funding Level: $3,024,777
Number Served:  270,187 children under the age of six years old.
Program Description: To protect the health and safety of the people of Connecticut and to prevent lead poisoning and promote wellness through education and a wide range of program activities that relate to lead poisoning prevention and in particular, childhood lead poisoning prevention.
Performance Based Standards: 

· Elimination of lead poisoning - to decrease the rate of children under six years old residing in CT with blood lead levels of 10 µg/dL or above to less than 1%

· Screening of all children at ages 1 and 2 years

· Retesting of children (of any age) with blood lead levels greater than or equal to 10 µg/dL
Performance Based Outcomes: 

· The screening rates of children will increase. 

· The prevalence of children with elevated blood lead levels greater than or equal to 10 µg/dL will decrease.

· The total number of elevated blood lead level cases greater than or equal to 10 µg/dL will decrease.  
Performance Based Vendor Accountability:  Development of specific contract deliverables focusing on items listed in the scope of work along with submission of quarterly statistical and narrative reports, quarterly site visits and audits by program staff.  

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Lead Poisoning Prevention and Control Program

	$3,024,777


	270,187 children under the age of six years old.
	To protect the health and safety of the people of Connecticut and to prevent lead poisoning and promote wellness through education and a wide range of program activities that relate to lead poisoning prevention and in particular, childhood lead poisoning prevention.
	· Elimination of lead poisoning - to decrease the rate of children under six years old residing in CT with blood lead levels of 10 µg/dL or above to less than 1%

· Screening of all children at ages 1 and 2 years

· Retesting of children (of any age) with blood lead levels greater than or equal to 10 µg/dL
	· The screening rates of children will increase. 

· The prevalence of children with elevated blood lead levels greater than or equal to 10 µg/dL will decrease.

· The total number of elevated blood lead level cases greater than or equal to 10 µg/dL will decrease.  
	Development of specific contract deliverables focusing on items listed in the scope of work along with submission of quarterly statistical and narrative reports, quarterly site visits and audits by program staff.  


Prevention Program Name: Newborn Screening Tracking (NBST) 

Program Description: Connecticut State Law mandates that all newborns delivered in Connecticut be screened for selected genetic and metabolic disorders. The aim of this program is to screen all babies in CT prior to discharge from birthing facilities or within the first 4 days of life for early identification of disorders so that medical treatment can be promptly initiated to avert complications and prevent irreversible problems and death. Infants with abnormal screening results are referred to regional treatment centers for comprehensive testing, counseling, education, and treatment services. 

Target Population: All newborns delivered in Connecticut. 

Number of Infants Served: Over 1.8 million newborns have been tested since the program began. Blood specimens on infants born in Connecticut are received from 30 birthing facilities. Nurse mid-wife sites were identified that will increase the numbers of infant screening for genetic disease/disorders. In 2008, there were 41,244 births by occurrence resulting in 42,411infants receiving at least one screen. There were 77 confirmed cases, all of which needed and received treatment. 921 (2.2%) trait cases were identified.

Program Cost FY 2008-2009: $1,113,407. 

Long Term Agency Goals: The NBST program is in the process of changing its business tools to migrate the Newborn Screening System (NSS) database to the NSS (Maven Platform).  This will help ensure that the NSS will be able to accommodate further potential expansion of additional disorders and to improve data reporting and output capability. The Child Health Profile (CHP) database system is being developed between Consilience Software, Inc., the DPH Information Technology (IT), the NBST, Birth Defects Registry (BDR), Early Hearing Detection and Intervention (EHDI) and the CHP database. Maven will maximize resource use in terms of hardware and software and ensures confidentiality due to its strict security procedures and the pledge of confidentiality by the users. NBS Tracking program will be fully integrated in the DPH Laboratory Management Information system (LIMS) to enhance the MAVEN capability to assure that all newborns are screened in a timely and accurate manner to enable prompt identification of disorders and referrals to State designated Regional Treatment Centers for confirmation testing, treatment, education, counseling, and follow-up services. 

The NBST program will continue to monitor the NBS web training, “Newborn Screening in CT” for Pediatricians, Family Practitioners, Advanced Practice Nurses and Physician Assistants.  The initial web-based training will no longer be available after January 1, 2010.  However, plans for updating and funding the second web-based training program is being negotiated
  NBS staff will continue to participate and collaborate on the implementation of the CT Genomic Action Plan and regional workgroups. 

Connecticut currently mandates testing for all of the 29 recommended disorders except Cystic Fibrosis (CF). The current screening panel consists of over 40 diseases. CF Testing is currently provided by the two medical centers Yale and UCONN on a voluntary basis. CF Legislation was passed in the CT General Assembly on May 8, 2009.  Implementation of the universal CF screening will begin Oct. 1, 2009 with the University of Connecticut (UCONN) School of Medicine overseeing and screening all newborns in CT for CF. The NBST program will provide a forum, “Expanding Newborn Screening in the 21st Century” symposium to introduce the new CF screening and the new database system (Maven). There is potential that surveillance responsibilities may come to the NBST that would require additional staff.  Under the Maven platform, data can be electronically exchanged with UCONN.

Performance-Based Standards: Successful newborn screening requires collaboration between the State Newborn Screening Program, health care facilities (hospitals, local health departments, clinics), health care providers (pediatricians, family practice physicians, nurse practitioners, midwives), and families of newborns. The administrator or other person in charge of any facility of birth or a person assisting the birth of a child not attended by a physician is responsible for assuring that a satisfactory Newborn Screening blood sample is collected from all newborns born in the hospital, or admitted to the hospital within the first twenty-eight (28) days of life and submitted to the State Public Health Laboratory for testing pursuant to section 19a-55 of the Connecticut General Statutes and 19a-55-1 Public Health Code.. 

The Newborn Screening Program consists of three components: Testing, Tracking, and Treatment. Specimens are collected at birthing facilities and sent to the CT State Public Health Laboratory for testing. The Program’s Tracking Unit staff report all abnormal results to primary care providers and assure that referrals are made to the appropriate state-designated regional treatment centers or that repeat specimens are obtained. Yale University School of Medicine and the University of Connecticut Health Center (UCHC) Genetic Services, and Connecticut Children’s Medical Center’s (CCMC) Sickle Cell Services, and Yale Sickle Cell. Pediatric Endocrine Services for NBS are unfunded, however, the Treatment Centers provide comprehensive care services that include confirmation testing, counseling, education and on-going treatment. 

Performance-Based Outcomes: 1.8 million newborns have been screened prior to hospital discharge and ~1,073 identified with genetic disorders were referred through follow-up for treatment to avert complications and prevent irreversible problems. 

· Assure that all suspect positive results are reported to state Regional Treatment Centers, 100% of infants screened as positive with metabolic and genetic conditions receive follow-up to definitive diagnosis and clinical management, and blood screened and received at the state laboratory.   

· Disease condition is managed. 

Strategies: 

· Implementation of the Maven Software, NBS birthing facility staff and trained on the new NSS. 

· The “Expanding Newborn Screening in the 21st Century” Symposium is well attended and evaluations are measured.

· Collaborative partnership with the Maternal and Child Health, Children with Special Health Care Needs program (CSHCN) to augment short & long-term follow-up services through the CT Regional Treatment Centers and Medical Homes (model of care) coordination. 

· Maintain the Newborn Screening Program’s Web-Based Training and prepare for the 2nd edition of the web-based training.

· Procure and disseminate information for customers, parents, hospitals, primary care providers etc. (Brochures, website, fact sheets, special projects, etc). 

· Prepare the Newborn Screening Program to be moved to the new laboratory facility in Rocky Hill ~2011. 

· Ensure confidentiality through the regulatory standards and provisions of CT State General Statutes Sec. 19a-55, Clinical Laboratory Improvement Amendments of 1988, 42 U.S.C. 263a (CLIA) and the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

Outcomes: 

· Increase the number newborns that have been screened prior to hospital discharge and assure confirmed diagnoses for newborns with a genetic disorder to allow treatment to be promptly initiated to avert complications and prevent irreversible problems. 

· Increase treatment center referrals to the Children with Special Health Care Needs Program for establishing a medical home for the infants with a confirmed diagnosis and increase the resources for nutritional supplements for families. 

· Coordinated training efforts, for data integration among agency programs will allow for seamless input and retrieval of information. Data system training materials by Laboratory NBS, NBST, DPH IT, EHDI, BDR and Consilience Software, Inc.  Linkage developed between the NBS and the electronic vital records system database assures that each child born receives a NBS laboratory screen, immunizations, and an early hearing test to provide a comprehensive system to improve outcomes for children in CT. 

· Provide a new web-based training program in the year 2010.

· Birthing facility NBS staff is trained and operative with the new NSS system.

Performance-Based Accountability / Measures of Effectiveness:  Connecticut Public Health Code Sec. 19a-55-1: Connecticut State Law mandates that all newborns delivered in Connecticut be screened for selected genetic and metabolic disorders. The aim of this program is to screen all babies born in CT prior to discharge from birthing facilities or 28 days or younger shall have a blood specimen for tests, pursuant to section 19a-55 of the Connecticut General Statutes. Early identification of newborns at risk for these diseases can be provided medical treatment to avert complications and prevent irreversible problems and death. Infants with abnormal screening results are referred to regional treatment centers for comprehensive testing, counseling, education and treatment services. 

· Number of Newborns screened 

· Number of Newborns with confirmed diagnosis 

· Number of Newborns in Treatment 

Maternal and Child Health Bureau Federal Performance Measure for States: National Performance Measure #01 is: The percent of newborns that received timely follow-up to definitive diagnosis and clinical management for condition(s) mandated by their state-sponsored newborn screening programs. 

· Numerator: the number of newborns screened and confirmed with condition(s) mandated by the State sponsored newborn screening program that received timely follow-up to definitive diagnosis and clinical management. 

· Denominator: The number of newborns screened and confirmed with condition(s) mandated by the State sponsored newborn screening program. 

Objectives were met by assuring that 100% of infants screened as positive with condition(s) received follow-up to definitive diagnosis and clinical management. In SFY 2008, there were 41,244 births by occurrence resulting in 42,411infants receiving at least one screen. There were 77 confirmed cases, of which needed and received treatment. To date, 921 of presumptive positive screens for Hemoglobin traits were identified (hemoglobin traits are not confirmed). 

Healthy People 2010 Objectives: 

· (Developmental) Ensure appropriate newborn bloodspot screening, follow-up testing, and referral to services. 

· Ensure that all newborns are screened at birth for conditions mandated by their state sponsored newborn screening programs, for example, PKU and hemoglobinopathies. 

· Ensure that follow-up diagnosis testing for screening positives is performed within an appropriate time period. 

· Ensure that infants with diagnosed disorders are enrolled in appropriate service interventions within an appropriate time period. 

· (Developmental) Reduce hospitalization for life-threatening sepsis among children aged 4 years and under with sickling hemoglobinopathies. 

· (Developmental) Increase the proportion of children with special health care needs who have access to a medical home. 

Methods to Reduce Health Disparities: NBS program contracts with providers who in part will deliver culturally competent services in the following manner: 

· The program or institutional mission and goal statement of contractor shall explicitly incorporate a commitment to cultural diversity; 

· Include policies and procedures for the provision of interpreter/translator services; 

· Make readily available, bilingual staff who can communicate directly with clients in their preferred language, and who are assessed for their ability to convey information accurately in both languages; 

· Develop non-English client related materials that are appropriate for the population served by the program; 

· Require that the treatment centers provide signage (in commonly encountered languages) that provide notices and directions to services within the facility; 

· Develop policies and procedures to address the needs of the patient population, taking into account factors such as race and ethnicity, age, gender, hearing impairment, visual impairment, physically challenged, mental illness, developmental challenged, and sexual orientation; 

· Implement strategies in place to actively recruit and retain a culturally diverse staff (e.g. if the patient population is mainly from minority populations, applicants who are of related minority groups with equivalent clinical expertise as the majority applicants could be assigned more value on the cultural competency scale); 

· Institutionalize policies and procedures to accommodate the ethnic and cultural practices of patients, families and staff; 

· Collect data on the ethnic and cultural characteristics of patients and families served by the program; 

· Provide survey methods of assessing the satisfaction of patients and their families related to cultural diversity. 

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Newborn 

Laboratory  

Screening  

and 

Tracking 

Programs
	State Funding:

General Funds:

$393,924

-Salaries

Federal Funding: 

MCHBG $41,500

-Salaries

Three Treatment

Center Contracts:

State General Funds 

$593,243

University of CT Health Center (UCHC), Yale University School of Medicine, & CT Children’s Medical Center 

NBS Fees

$43,240

NBS Emergency Plan Development

(Contractual)

Maternal & Child Health Block Grant (MCHBG) $31,000 Pregnancy Related Emergency Information System (PEIS)

MCH Carry-Over Funds $10,500 (Reprinting of NBS Pamphlets & NBS Symposium)

$1,113,407
	# of Occurrent Births

41,244

Number   receiving at least 1 screen 

42,411

77 newborns were confirmed as disease cases

To date, 921(2.2%) trait cases were identified.

	The Connecticut Public Health Code 19a-55-1, mandates that, “the administrator or other person in charge of any institution providing medical care of newborn infants twenty-eight days of age or younger shall cause to be taken from every newborn infant in its care a blood specimen for tests pursuant to section 19a-55 of the Connecticut General Statutes.”

The aim of this program is to screen all babies in CT prior to discharge from birthing facilities or within the first 4 days of life for early identification of disorders so that medical treatment can be promptly initiated to avert complications and prevent irreversible problems and death. Infants with abnormal screening results are referred to regional treatment centers for comprehensive testing, counseling, education, and treatment services. 

CT General Statutes 19a-55 states that: 

1) Administer the newborn screening program;

2) Direct persons identified through the screening program to appropriate specialty centers for treatments, consistent with any applicable confidentiality requirements; and

Set the fees to be charged to institutions to cover all expenses of the comprehensive screening program including testing, tracking and treatment.  

The fess to be charged pursuant to subdivision (3)

Of the subsection shall be set at a minimum of twenty-eight dollars.
	1) The percent of screen positive newborns who received timely follow up to definitive diagnosis and clinical management for condition(s) mandated by their State-sponsored newborn screening programs.

2) Successful newborn screening requires collaboration between the State Newborn Screening Program, health care facilities (birthing facilities, local health departments, & specialty clinics), health care providers (pediatricians, family practice physicians, nurse practitioners, and midwives), and families of newborns.  The Administrator of other person in charge of any facility of birth or a person assisting the birth of a child not attended by a physician is responsible for assuring that a satisfactory Newborn Screening blood sample is collected from all newborns born in the hospital, or admitted to the hospital within the first twenty eight days of life and submitted to the State Public Health Laboratory for testing pursuant to section 19a-55 of the Connecticut General Statutes.

3) Ensures confidentiality of Newborn Screening records
	1) TESTING: Blood Specimens successfully screened & received at the state Laboratory. Reduction in the unsatisfactory specimen rate from birthing facilities.

2) TRACKING: Assure that 100% of infants screened as positive with metabolic & genetic condition(s) received follow-up to definitive diagnosis and clinical management. 

· Of the 41,244 (Occurrent births) in CT for 2008, 

· 99% received newborn   screening (NBS) prior to discharge or within first 4 days of life.

All 878 (2.1%) suspect positive results were reported to Regional Treatment Centers and/or primary care physicians for further testing and follow-up.

3) TREATMENT: Of these, 77 were confirmed as disease cases 921(2.2%) trait cases were identified.
· Of 652 cases of unsatisfactory NBS specimens, all but 1 was resolved with receipt of a 2nd specimen.
· There were 10 CT State Waivers submitted to the lab for refusal of screening due to conflicts with religious tenets. Five families or 50% who refused screening, later had screens collected at their primary care physicians’ office. 
· The tracking staff followed 245 infants with transfusions. Those babies who were transfused prior to the NBS blood test were tracked until a 90-day post-transfusion specimen was collected and tested for Hemoglobinopathies and Galactosemia 
· Disease Condition is Managed

4) NBST program assures confidentiality of all NBS records.
	1) Laboratory Newborn Screening Guidelines for Birthing Facilities (effective 12.01.08),

2) Connecticut Public Health Statutes and Public Health Code – 19a-55, 19a-55-1 & 19a-55-3; Maternal and Child Health Bureau Federal Performance Measure, Healthy People 2010 Objectives, and CT’s methods to Reduce Health Disparities; 

· # of Newborns Screened

· # of Newborns with confirmed diagnosis

· # of Newborns in Treatment 

3) CT Dept. of Public Health Statistical Report of Contract Activities (Quarterly Reporting form used by designated regional contractors providing treatment services).

4) CT Electronic Reporting – Newborn Screening Data System (NSS), HIPAA and DPH Business Associate Agreement


Prevention Program Name: Nutrition, Physical Activity and Obesity

Agency Prevention Data: Nutrition, Physical Activity and Obesity Prevention Program (NPAO)
Long-Term Goals:

Health Goals:  increasing the number of children and families who adopt healthy behaviors, and who have access to evidence-based healthy eating and active living programs.

Education Goals:  increasing the number of children who are healthy and thus ready for school at an appropriate age, learn to read by third grade, succeed in school, graduate from high school and successfully obtain and maintain employment.

Strategies:

· Implement healthy eating and active living programs statewide with a clear focus on disparate populations

· Implement healthy eating and active living programs in early childhood education centers and K-12th grade schools, and actively encourage parental involvement

· Collaborate with other children and families programs to expand the reach of healthy eating and active living messages

· Promote evidence-based healthy eating and active living programs

Outcomes:

· Increased healthy eating behaviors among children and families

· Increased active living behaviors among children and families

· Increased number of healthy eating and active living programs implemented in early childhood education centers and schools statewide

· Increased collaboration with other programs serving children and families

· Increased adoption of evidence-based healthy eating and active living programs

Prevention Effectiveness:  Annual results are documented and submitted in Results Based Accountability (RBA) reports as well as the annual program reports.

Methods:  The agency develops and implements culturally relevant healthy eating and active living programs for historically disadvantaged populations and for individuals residing within low-income census tracts.

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Nutrition, Physical Activity, and Obesity Prevention Program


	USDA - Supplemental Nutrition Assistance Program – Education: $832,657 

CDC Preventive Health and Health Services Block Grant:  $200,000  

Connecticut Tobacco & Health Trust Fund:  $500,000

Connecticut Cancer Partnership: Food and Fitness Program  $500,000

Program Cost: $2,032,000
	112,000
	The NPAO program receives federal funds to provide nutrition education to low-income individuals in Connecticut, and many projects focus specifically on children and parents.  The successful, evidence-based “Adventures of Captain 5 A Day” curriculum is utilized in over 93 Head Start and School Readiness programs across the state.  The curriculum supports social, emotional, cognitive, and language development in young children while encouraging healthy eating and physical activity.  The program trains and motivates teachers, provides materials, and serves as an ongoing resource to promote the implementation of nutrition education and physical activity in the preschool classroom.

In addition, the program uses “Supermarket Smarts” parent workshops to inform parents on how to make healthy food choices within a limited budget and to promote a positive mealtime environment.  This developmentally savvy approach achieves results by focusing on teachers and parents who then display behaviors and strategies that impact young children.  Further, the program participates in statewide health fairs and community events, and supports a website and seasonal newsletters; these activities extend and reinforce the healthy eating and physical activity messages.   

The NPAO program also awarded federal funds to 21 Local Health Departments/Districts (LHD) who carry out various activities to reduce the consumption of excess dietary fats through multi-session educational programs. These sessions are intended to provide needed information on dietary fats and offer practical skills to establish healthy eating patterns. Other initiatives are for the promotion of physical activity and prevention of obesity through multi-session programs to assist individuals to establish a minimum level of wellness into their lifestyles. Each LHD hire qualified personnel and submit a “Service and Evaluation Plan” that details: activities, indicators for evaluation, staff responsible for oversight, and target date for completion for all services in the fiscal year funded.

The program also provided state funds to 5 Local Health Departments/Districts and 2 community based organizations to develop, coordinate, implement, and evaluate population-based obesity prevention and control environmental change and related policy interventions designed to positively impact physical activity and nutrition behaviors targeting children between 8-18 and their families in their respective communities. 

Using state funds appropriated through the Connecticut Cancer Partnership, the NPAO program contracted the implementation of a pilot program to test healthy eating and physical activity curricula among elementary age children. This pilot was intended to assess the impact and feasibility of the curricula implementation. Six school districts and ten elementary schools participated in the program. Two healthy eating and two physical activity curricula were tested in grades K through 3rd in both urban and sub-urban/rural settings.
	Nutrition Education:

· Healthy Food – After completion of SNAP-Ed interventions, participants will increase their intake of healthy foods by 5%.

· Physical Activity – After completion of SNAP-Ed interventions, participants will increase physical activity to balance their individual dietary intake needs.

· Fruit & Vegetable Consumption – After completion of SNAP-Ed interventions, participants will increase their average daily consumption of vegetables by ½ cup per day.

· Resource Management – After completion of SNAP-Ed interventions, participants will increase their purchasing power by 5%.

Reduce Excess Dietary Fats:

· Program participants can accurately identify t least three dietary practices to reduce fat intake and promote heart health.

· Program participants report at program end, taking action to reduce dietary fat intake.

Block Grant Physical Activity:  

· Program participants are able to correctly identify the recommended levels of physical activity to promote heart health.

· Program participants report at program end that they plan to engage in at least light to moderate physical activity three to five days a week

Policy and/or environmental changes:

· Participants are aware of risk factors that contribute to obesity.

· Participants will participate in activities to reduce obesity.

· Participants will participate in activities to reduce obesity.

Testing of Curricula:

· Needs Assessment

· Process and Outcomes Evaluation

· System for Observing Fitness Instruction (SOFIT)

· Healthy Living Questionnaire

· Sustainability Assessment


	· Eight (8) LHDs conducted ninety-one (91) nutrition education programs.
· Seven (7) LHDs conducted a total of twenty (20) physical activity programs.
· Six (6) LHDs implemented (12) policy and/or environmental changes increasing physical activity, and improved nutritional practices at the community level.

· Seven contractors implemented 28 policy and/or environmental changes increasing physical activity, and improved nutritional practices at the community level.

· Pre- and post-tests; oral assessments; interactive game questions; program staff and teacher observations

· Individual teachers and parents responses; group activity responses; interactive activities; discussions

· Children task response to stated objectives, skill demonstration and informal feedback

· Teachers and parents task response to stated objectives, skill demonstration (e.g. meal planning and food purchasing), informal feedback and perceived change in skills

· Children’s perceived ability to change; reported change (e.g. reported change in children’s intake of vegetables by teachers); food records; food frequency instruments; physical activity questions

· Teachers and parents’ perceived ability to change; reported change


	Number of SNAP-eligible children and parents reached through direct nutrition education

Number of Head Start and School Readiness programs participating in the program

Number of “train-the-trainer” workshops delivered to Head Start and School Readiness teachers

Time Head Start and School Readiness teachers provide nutrition education in the classroom and at mealtime

Time of technical assistance delivered to ensure fidelity of the nutrition education program

Number of materials and resources prepared and delivered

Number of Supermarket Smarts workshops delivered to Head Start and School Readiness parents

Number of community partnerships/collaborations formed and enhanced to reach SNAP-eligible children and parents

Number of collaborations with agencies to prevent duplication of services, gain updated knowledge of new programs and tools, and facilitate effective management of the programs

Service and Evaluation Plans submitted

Quality Assurance Plans submitted

Quarterly narrative and expenditure reports

Participate in site visits as appropriate

Staffing plans, including responsibilities of funded or in-kind staff to meet proposal objectives.

Number of community wellness coalitions that demonstrate community support, mobilization, and buy-in.

Number of agencies, organizations and municipalities that serve in a leadership capacity.

Documentation of community inventory/assessment, and report or recommendations completed.

Submission of comprehensive evaluation plans to include defined outcome and process measures.

Demonstration of plans implementation and project sustainability.


Prevention Program Name: Oral Health-Home by One

Program Description:  The purpose of the Home by One Program is to build integrated partnerships with the early childhood community at the state and local levels that focus on oral health as essential to the overall health and well-being of children in the state of Connecticut through the achievement of the following goals:  increase the coordination and exchange of oral health information as it relates to overall health among state agencies and community organizations that address early childhood services; increase the number of parents trained as oral health advocates for children and families; increase the number of non-oral-health professionals who are competent in preventive oral health strategies to enhance access to oral health services for at-risk children; expand the number of dental practices and clinics providing dental homes for children, including those with special health care needs.

Target Population: The target population for this Program is age one children enrolled in the Women Infant’s and Children Supplemental Food program (WIC)

Number of children and families served:
25,000
children 

Program Cost:  FY 2007-2008 

State: 0

Federal: $247,448
Other:
0
Long-Term Agency Goals: General dentists routinely accept age one dental visits and provide quality preventive care; children with age one dental visits and a dental home remain caries free on entering school; early childhood providers incorporate oral health preventive strategies into their early childhood interventions; pediatricians and family practitioners routinely conduct oral disease risk assessment and promote age one dental visits during well-child visits; parents trained in oral health advocacy actively promote and support oral health initiatives in their communities and at the state level. Referral network is developed for each local WIC program around the general dentist, physician, pediatric dentist and WIC nutritionist who have partnered with Home by One Program to form a dental home network in a specific area of the State.

Strategies: 

· Develop a Perinatal and Child Oral Health Advisory Group to aid in the success of the Home by One Program and promote the integration of oral health into early childhood initiatives.

· Attend the Governor’s Early Childhood Education Cabinet meetings to promote integration of oral health into early childhood systems development

· Attend the Maternal Child Health (MCH) Advisory meetings and promote a integrated MCH strategies that includes oral health

· Develop an oral health advocacy curriculum and train WIC parents to become oral health community advocates

· Develop curriculum and train pediatricians and/or family practice physicians, in oral health concepts and fluoride varnish application

· Provide oral health training for WIC staff on the importance of age one dental visits and how to incorporate oral health preventive strategies into their nutritional assessments and counseling

· Develop and/ or identify training tools for dental practices in the key concepts of dental home, dental risk assessment, age one dental visits and dental referrals from non-dental providers

· Promote dental homes and age one dental visits to dentists statewide and how to become dental homes for WIC children in their communities

· Improve and provide oral health preventive services throughout Connecticut by establishing dental homes for age one dental visits.
· Develop a Media Campaign to educate the public and providers on the importance of age one well baby dental visits.
· Develop a model medical-dental home collaboration to promote an integrated approach to health care for young children
· Develop an evaluation plan and contract with a health program evaluator to evaluate the Home by One Program 2009-2011
Performance-Based Standards: The National Oral Health Objectives for the Year 2010 (Healthy People 2010 Objectives)
For two to four year old children there are two primary oral health objectives:*

1. Reduce the proportion of young children with untreated dental decay in their primary teeth to 9 percent.

2. Reduce the proportion of young children with dental caries experience in their primary teeth to 11 percent. 

For six- to eight-year-old children there are three primary oral health status objectives:*

1. To decrease the proportion of children who have experienced dental caries in permanent or primary teeth to 42 percent.

2. To decrease the proportion of children with untreated dental caries in permanent or primary teeth to 21 percent.

3. To increase the proportion of eight-year-olds receiving protective sealing of the occlusal surfaces of permanent molar teeth to 50 percent.

*Note: the 2007 oral health assessment of preschool (2-4 years old), kindergarten and third grade (6-8 years old) students in Connecticut determined the following:

· 31 percent of preschool children have experienced dental decay. 

· Of those with decay experience, 20 percent have untreated decay.

· 41 percent of third grade children have experienced dental decay

· Of those with decay experience, 18 percent have untreated decay
· 38 percent of third graders have dental sealants.
Performance –Based Outcomes:

· Advisory Group for the Home by One Program has been established and meets regularly

· Health Program Associate, the designee to the MCH Advisory, has attended all meetings since October 2007, has promoted Home by One concepts and activities and has presented an MCH workshop on Oral Health and perinatal issues 

· The Project Director (PD) has attended monthly meetings of the Governor’s Early Childhood Cabinet since September 2007 and recommended oral health strategies for inclusion in the Infant Toddler Workgroup for the report to the Cabinet and A Framework for Child Health Services report published by the Child Health and Development Institute March 2009. 

· The completed curriculum for advocacy was incorporated into 9 advocacy and oral health workshops that were given in the following WIC sites, Torrington, Willimantic, East Hartford, Meriden, Norwich, Bridgeport, Stamford (Separate English and Spanish workshops) and Norwalk. The Putnam and Bridgeport workshops were cancelled by the WIC staff and have been rescheduled.  The Project Coordinator and has met with the WIC coordinators, nutritionists and dietitians to request their guidance and assistance in identifying parents who may be interested in becoming oral health advocates.

· 85 parents received advocacy oral health training

· 19 of the 24 Local WIC sites with full time staff have received an orientation to the Home by One Program and provided with tools to facilitate the incorporation and integration of oral health in the WIC risk assessment and nutritional guidance.  WIC sites includes, Waterbury (3), Hartford (2), East Hartford (2), New Haven(2), Norwich, New London, Torrington, Danbury, Stamford, Norwalk, Bridgeport, Meriden, Willimantic and Putnam. 

· 130 WIC professionals have received oral health training through Home by One program.

· Physician curriculum in oral health concepts and fluoride varnish application has been developed, tested and finalized.  Thirteen training sessions have been provided and 114 physicians have completed the credentialing process allowing them to bill DSS for oral risk assessment and fluoride varnish application. Over 300 child health providers have been provided the training between September 2008 and August 2009.
· A core medical-dental home group has been established and outlined the essential components of the medical-dental home model.  A plan for implementation has been developed and medical-dental home sites have been identified.  An evaluation consultant has been hired for the medical-dental home model development and measures have been drafted

· Pediatric dentists that are members of the Home by One Advisory have helped to identify general practice dentists to be trained in the key concepts of dental home, dental risk assessment, age one dental visits and dental referrals from non-dental providers.  The CT State Dental Association identified dentists interested in becoming a dental home.

· Between December 2008 and March 2009, 13 dental homes received an orientation to the Home by One Program and 12 partnered with the program to offer age one dental visits and accept referrals from the WIC program. The training consultant and dental director provided trainings along with the Program Coordinator. Resources for coordination of WIC referrals was provided by the Program Coordinator and individual referral programs were developed for each dental home.

· The Home by One Coordinator presented to Registered Dental Hygienists at New Haven and Alternative Practice component meetings of the Connecticut Dental Hygienists Association. The Faculty of University of Bridgeport participated in a Home by One presentation, as did the faculty and community public health dental hygiene class at the Briarwood dental hygiene program.
· A special needs and infant oral health presentation was given in coordination with the birth to three advisory member Anna Gorski, and the Department of Developmental Services advisory member, Izabella Pulvermacher to the Danbury area
· A general dentist in Hamden partnered with the Home by One Program in April 2009 after his dental hygienist attended the New Haven dental hygienists presentation on the program and persuaded her office to participate. The total of dental homes increased to 14 after his orientation. 
· 89 dental professionals have received the orientation to Home by One Program in dental practices.
· The contract between Home by One Program and University of Connecticut Health Center was expanded with carry over dollars from year one of grant funding, to provide additional training sessions to both dentists and physicians between September 2008 and August 2009.
· The contract between Home by One Program and Connecticut Oral Health Initiative was expanded with carry over dollars from year one of grant funding, to provide 4 additional advocacy workshops to parents in the WIC program between September 2008 and August 2009.
· A Contract between Home by One Program and Child Health and development Institute for purposes of evaluating the Home by One Program was executed
· A media campaign promoting the well baby dental message of first visit by age one ran on busses in New Haven, Bridgeport and Hartford during the month of August. There were radio messages and all media ads ran in both Spanish and English.
· A parent fact sheet was developed to coincide with the media campaign and presented at breast-feeding events through local WIC sites during the month of August. 60 Parents participated in oral health education around a breast feeding event in Waterbury, Bridgeport and Torrington
· Home by One coordinator presented at 2 Oral health education classes at Access WIC in October 2008. 9 parents and 4 children participated in oral health training.
· A webpage for the Home by One Program has been launched and linked with the Early Childhood Partners webpage
· The training consultant and program associate produced an online course, which is available on CT Train for dental providers. Course # 1018656 The Dental Providers Perspective on the Age One Dental Visit.
· Over 200 completed age one dental visits; referred from the WIC program has been reported by dental homes in the Home by One Program to date.
Performance-Based Accountability:  

Evaluation process for Home by One grant including:

· Assessing number of early childhood organizations that expand their agenda to include oral health as a result of Home By One activities.

· Evaluate the number of families who report having engaged in oral health advocacy for themselves, their children or their families

· Determine the number of Home By One presentations completed in pediatric practices, family medicine practices

· Assess the impact of Home by One trainings by:

a. Interview a sample of staff in practices receiving Home by One training to determine impressions of changes in access to dental services

b. Assess the impact of training by perform chart audit in a sample of Home by One trained practices to ascertain evidence of early preventive dental services delivered by pediatric or family medicine provider, fluoride varnish application and successful referral to dental provider 

· Determining the number of dental providers receiving training on treating young children, age one dental visits and serving as a dental home

Measure of Effectiveness: 

· Number of WIC enrolled children in the Program with a dental visit by age one

· Number of dentists who are dental homes for age one WIC children

· Number of WIC children in the Program that remain caries free 

· Number of physicians who routinely incorporate oral disease risk assessment for WIC children into well child visits

· Number of parents in the Program who are engaged in advocacy for oral health for themselves, their children or their community

· Integration of oral health in Maternal and Child Health statewide planning process 

· Integration of oral health into statewide oral health planning process

· Integration of oral health into Early Childhood Partners Interventions
Methods:

· Home by One Program was initiated to develop an oral health infrastructure in support of age one dental visits for at-risk children (WIC children) through training and education of physicians, dental professionals, WIC staff, early childhood providers and parents.  

	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Oral Health:
Home by One
	Federal: $247,448
	25,000 children
	The Home by One Program seeks to build integrated partnerships with the early childhood community at the state and local levels that focus on oral health as essential to the overall health and well-being of children in the state of CT.
	For two to four year old children there are two primary oral health objectives:*

3. Reduce the proportion of young children with untreated dental decay in their primary teeth to 9 percent.

4. Reduce the proportion of young children with dental caries experience in their primary teeth to 11 percent. 

*Note: the 2007 oral health assessment of preschool (2-4 years old), kindergarten and third grade (6-8 years old) students in CT determined the following:

· 31 percent of preschool children have experienced dental decay. 

· Of those with decay experience, 20 percent have untreated decay.

· 41 percent of third grade children have experienced dental decay

· Of those with decay experience, 18 percent have untreated decay
· 38 percent of third graders have dental sealants.
	· Project Director participates in meetings of the Governor’s Early Childhood Cabinet and recommends oral health strategies for inclusion in the Infant Toddler Workgroup for the report to the Cabinet and A Framework for Child Health Services report published by the Child Health and Development Institute March 2009. 

· 85 parents received advocacy oral health training.

· 19 of the 24 Local WIC sites with full time staff have received an orientation to the Home by One Program and provided with tools to facilitate the incorporation and integration of oral health in the WIC risk assessment and nutritional guidance. 

· Physician curriculum in oral health concepts and fluoride varnish application has been presented  and 114 physicians have completed the credentialing process allowing them to bill DSS for oral risk assessment and fluoride varnish application. Over 300 child health providers have been provided the training between September 2008 and August 2009.

· Between December 2008 and March 2009, 13 dental homes received an orientation to the Home by One Program and 12 partnered with the program to offer age one dental visits and accept referrals from the WIC program. 
· A Contract between Home by One Program and Child Health and development Institute for purposes of evaluating the Home by One Program was executed
· A media campaign promoting the well baby dental message of first visit by age one ran on busses in New Haven, Bridgeport and Hartford during the month of August. There were radio messages and all media ads ran in both Spanish and English.
· A parent fact sheet was developed to coincide with the media campaign and presented at breast-feeding events through local WIC sites during the month of August. 60 Parents participated in oral health education around a breast feeding event in Waterbury, Bridgeport and Torrington
· A webpage for the Home by One Program has been launched and linked with the Early Childhood Partners webpage
· The training consultant and program associate produced an online course, which is available on CT Train for dental providers. Course # 1018656 The Dental Providers Perspective on the Age One Dental Visit.
Over 200 completed age one dental visits; referred from the WIC program has been reported by dental homes in the Home by One Program to date.
	Evaluation process for Home by One grant includes:

· Assessing # of early childhood organizations that expand their agenda to include oral health as a result of Home By One activities.

· Evaluating # of families who report having engaged in oral health advocacy for themselves, their children or their families

· Determining # of Home By One presentations completed in pediatric practices, family medicine practices

· Assessing impact of Home by One trainings by:

1. Interviewing a sample of staff in practices receiving Home by One training to determine impressions of changes in access to dental services

2. Assessing the impact of training by perform chart audit in a sample of Home by One trained practices to ascertain evidence of early preventive dental services delivered by pediatric or family medicine provider, fluoride varnish application and successful referral to dental provider 

3. Determining the number of dental providers receiving training on treating young children, age one dental visits and serving as a dental home


Prevention Program Name: Rape Crisis and Prevention Services 
Funding Level: The state and federal funding level for fiscal year 2008-2009 is: $1,014,729.

· State funds:
$150,000 SID 35131

$439,685 SID 16103

    $2,000 SID 35307

· Federal funds:
$339,648 SID.20828

  $83,396 SID 21530

Number Served: Between the period of July 1, 2008 and June 30, 2009, a total of 20,904 children, youth, adolescents and young adults in the school settings participated in rape prevention and educational sessions.  A total of 3,825 patients and clients were served based on their town of residence, and 90 professional trainings were offered to 1862 professionals.  2,504 primary victims and 1,321 secondary victims were also served during that time period.
Program Description: Make available to sexual assault victims and their families free and confidential services such as crisis intervention, support and advocacy, survivor groups, 24-hour hotline, and emergency transportation. Services also include community education, training, primary prevention activities, and coordination of services. The program goal is to end sexual violence and ensure high quality, comprehensive and culturally competent sexual assault victim services by offering primary prevention and victim crisis intervention services statewide through the following member service areas: Bridgeport, Danbury, Meriden/Middletown/New Haven, Milford, New Britain/Hartford, Stamford, Torrington,
Performance Based Standards: Performance-based standards of accountability are measured based on the following outcomes: clients are able to access the needed and appropriate services from a choice of service options, clients are provided acute care and safety at time of contact, clients are able to access long-term support services.  The Rape Crisis Prevention Services met or exceeded all outcome measure goals and improved over the previous year.
Performance Based Outcomes: 

1. Clients are able to access the needed and appropriate services from a choice of service options. 90% or more of clients requesting referrals will receive them within 3 days (72 hours).

Goal: 90%

Actual:100%

2. Clients are provided acute care and safety at time of contact. 

· 90% or more of clients requesting immediate emotional assistance will receive such assistance by phone or in person.

Goal:  90%

Actual:  99.85%

· 90% or more clients who request that an advocate meet them at the hospital will be met by an advocate.

Goal: 90%

Actual: 99.12%

3. Clients are able to access long term support services.

· 90% or more of clients requesting individual counseling will receive an appointment within three days (72 hours).

Goal: 90% 

Actual:  100%

· 70% of clients requesting group counseling will receive an appointment within thirty days.

Goal: 70%

                  Actual: 99.93%

Performance Based Vendor Accountability:  Performance-based vendor accountability is monitored through review of quarterly and annual report data.  The contractor also performs pre and post-test surveys within primary prevention curricula.
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Rape Crisis and Prevention Services


	State Funds:

$150,000 

$439,685 

$2,000 

Federal Funds:

$339,648

$83,396

Total:$1,014,729


	Between the period of July 1, 2008 and June 30, 2009, a total of 20,904 children, youth, adolescents and young adults in the school settings participated in rape prevention and educational sessions.  A total of 3,825 patients and clients were served based on their town of residence, and 90 professional trainings were offered to 1862 professionals.  2,504 primary victims and 1,321 secondary victims were also served during that time period.
	Make available to sexual assault victims and their families free and confidential services such as crisis intervention, support and advocacy, survivor groups, 24-hour hotline, and emergency transportation. Services also include community education, training, primary prevention activities, and coordination of services. The program goal is to end sexual violence and ensure high quality, comprehensive and culturally competent sexual assault victim services by offering primary prevention and victim crisis intervention services statewide through the following member service areas: Bridgeport, Danbury, Meriden/Middletown/New Haven, Milford, New Britain/Hartford, Stamford, Torrington, Waterbury, Willimantic/New London. 
	Performance-based standards of accountability are measured based on the following outcomes: clients are able to access the needed and appropriate services from a choice of service options, clients are provided acute care and safety at time of contact, clients are able to access long-term support services.
	a) 90% or more clients requesting referrals will receive them within 3 days.

b) 90% or more of clients requesting immediate emotional assistance will receive such assistance via phone or in person.

c) 90% or more of clients who request that an advocate meet them at the hospital will be met by an advocate.

d) 90% or more of clients requesting individual counseling will receive an appointment within 3 days.

e) 70% of clients requesting group counseling will receive an appointment within 30 days.
	Performance-based vendor accountability is monitored through review of quarterly and annual report data.  The contractor also performs pre and post-test surveys within primary prevention curricula.


Prevention Program Name: Tobacco Use Prevention and Control

Program Description: The Tobacco Use Prevention and Control Program follows the guidelines and recommendations put forward by the Centers for Disease Control and Prevention (CDC) in their document “Best Practices for Comprehensive Tobacco Control Programs”.  The Tobacco Program works toward addressing all areas in tobacco control including educating the public about the risks associated with the use of tobacco products and exposure to environmental tobacco smoke (ETS).  Areas of focus include youth prevention, pregnant women, those of low-socioeconomic status, individuals with mental illness and other disparate populations who are affected by tobacco use. 

Target population: All Connecticut residents, with a focus on disparate populations in order to reach populations that have the highest incidence of tobacco use.

Number of children and families served 2008-2009:  Community cessation programs funded during the period along with the telephone-based tobacco quitline served at least 2,285 individuals with most services targeted to low socio-economic status participants. Community cessation programs served at least 158 women who responded that they were pregnant at the time they entered the program. 

Program Cost 2008-2009: $1,702,260
Long-Term Agency Goals: 

To reduce exposure to secondhand smoke,

To prevent youth initiation of tobacco use, and 

To reduce the use of tobacco in Connecticut. 

Strategies: To educate parents and children about the hazards of tobacco use and the risks of exposure to secondhand smoke by providing examples and statistics on their health effects and offer alternate activities. 

Performance-Based Standards:  Our standards include the reduction and elimination of use of all forms of tobacco, to prevent or delay smoking initiation, and to reduce participant’s exposure to second-hand smoke.   All funded programs must adhere to CDC’s best practices guidelines and use evidenced-based curriculums.  All programs include education regarding the prevention of smoking initiation and the harmful effects of second hand smoke. 

Performance-Based Outcomes: 

At least 70% of program participants will reduce their tobacco use;

At least 75% of program participants will make changes to protect the health of non-smokers.

Performance-Based Accountability: Contractors are required to collect data at several intervals during the program to assess program effectiveness, including pre-and post-program surveys.  Contracts must submit periodic progress reports detailing their program activities including their self-evaluation and the results of their outcome measures. 

Measure of Effectiveness: Contractors perform pre- and post-surveys for determining program effectiveness.

Methods: Tobacco Use and smoking-related diseases are higher in certain disparate populations. Through surveillance efforts, we can identify them and target services appropriately.
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	Tobacco Use Prevention and Control Program


	Total State and Federal Funding allocated to all program activities for FY 2008-2009: $1,702,260 
	Cessation Programs:

2,285


	Tobacco Use Cessation Services to Pregnant Women and Women of Childbearing Age, Telephone Tobacco Use Cessation Services
	Standards of these cessation programs include the reduction or elimination of tobacco use and the reduction in exposure to secondhand smoke.
	At least 70% of program participants will reduce their rate of tobacco use; at least 75% will make changes to protect the health of nonsmokers.
	Contractors are required to collect data at several intervals to assess program effectiveness, including pre and post program surveys.


Prevention Program Name: The Special Supplemental Nutrition Program for Women, Infants and Children (WIC Program) 
Program Description: The Connecticut WIC Program serves pregnant, postpartum, and breastfeeding women; infants; and children up to five years of age. The program provides services in four major areas during critical times of growth and development, in an effort to improve birth outcomes and child health: 1) Nutrition Education and Counseling; 2) Breastfeeding Promotion and Support; 3) Referral to outside medical and social services; and 4) Vouchers for healthy foods prescribed by the WIC Nutritionists (WIC food packages). Eligibility is based on both income (up to 185% of the federal poverty level) and nutritional need based on an assessment of health and dietary information. Active enrollment in Medicaid (HUSKY A) qualifies applicants for categorical eligibility in the WIC Program. An analysis of linked birth, WIC and Medicaid records has revealed that participation in the CT WIC Program was responsible for preventing the occurrence of more than 300 low birth weights in the year 2000 among infants of women who participated in the program for at least 12 weeks of their pregnancy. The estimated savings in averted medical costs was $11.8 million. The WIC Program’s promotion and support of breastfeeding, and efforts to prevent childhood anemia also contribute to childhood health and school readiness. 

Number of children and families served 2008-2009: A total of 46,641 children - number of families served is unavailable (13,209 women served in addition to children) 

Program Cost 2007-2008: $51,280,930

Long-Term Agency Goals: To reduce low birth weight, increase duration of breastfeeding and ensure the nutritional health of women, infants and children

Health Goals: To improve birth outcomes and infant and children’s health 

Education Goals: To provide one-on-one and/or group nutrition education counseling along with the provision of nutrition supplements

Safety Goals: non-applicable

Strategies: Provide nutrition and breastfeeding education, supplemental food, and referrals for health and social services to eligible women, infants and children through the WIC Program. 

Performance-Based Standards: Federal and state regulations include a number of prevention related standards that the local agencies must meet, including timeframes for enrolling program applicants; requirements regarding the early and continuous enrollment of pregnant women; policies to ensure that all pregnant women are encouraged to breastfeed, unless medically contraindicated, and provided breastfeeding information and support; requirements to provide information regarding the risks associated with drug, alcohol and tobacco use during pregnancy; and to ensure that children are screened for anemia and lead poisoning by their health care provider. 

Performance-Based Outcomes: 

· At least 70% of pregnant women participating in the WIC Program for a minimum of 6 months gain appropriate weight 

· The incidence of low birth weight (LBW) among infants whose mothers were on the WIC Program for at least 6 months during pregnancy does not exceed 6% 

· At least 55% of infants whose mothers were enrolled in the WIC Program during pregnancy breastfeed 

· At least 25% of infants enrolled in the WIC Program breastfeed for at least 6 months 

· The prevalence of anemia among children enrolled in the WIC Program for at least one year does not exceed 9% 

Performance-Based Accountability: 

· Local agencies that sponsor WIC Programs must submit annual program plans that identify measurable outcome and process objectives, and specify action plans and evaluation methods. 

· The State WIC office tabulates and provides outcome data to the local agencies twice per year for their use in program evaluation. 

· The State WIC office conducts on-site performance evaluations of each local agency at least once every two years. 

Measure of Effectiveness: 
An analysis of linked birth, WIC and Medicaid records in Connecticut during 2000 revealed that participation in the state's WIC Program at least 12 weeks before delivery was associated with a 31% reduced risk of low birth weight. This magnitude of protection against low birth weight could be translated into a savings of $ 8.9 Million in hospitalization costs.

Between 2001 and 2008 the rates of low birth weight among women who participated in the WIC Program for at least 6 months during their pregnancies was lower than the rates among non-WIC mothers in Connecticut. Among Hispanic and Black (non-Hispanic) mothers, WIC versus non-WIC differences in LBW percents are significantly different for each year from 2001-2008. 

The WIC Program’s promotion and support of breastfeeding, and efforts to prevent childhood anemia also contribute to childhood health and school readiness. The breastfeeding initiation rate among infants whose mothers were enrolled in the WIC Program is lower than the rate among all infants born in the state (57.7% and 79.5%, respectively for 2004 births), but it is increasing. The anemia rate among children enrolled in The Connecticut WIC Program is slightly lower than the national WIC rate, but well above the 5% rate in the general U.S. populations and decreasing (7.8% and 10.5%, respectively, in 2006) 

Methods: WIC Program benefits and services are provided to all eligible applicants. Each applicant’s nutritional needs are assessed and education is provided based on the individual’s needs, and the WIC “food package” is tailored to the participant’s preferences and needs, within regulatory limits. The birth outcomes reported above attest to the program’s success in reducing disparities. The WIC Program is replicating a successful breastfeeding peer counseling program in New Haven, targeting African American women, whose breastfeeding rates are lower than White and Hispanic women enrolled in WIC. A statewide effort to further improve nutrition counseling techniques is underway and is anticipated to reduce disparities in the childhood anemia rates.
	Program Name
	State & Federal Funding 2008-09
	Number Served
	Program Description
	Performance-Based Standards
	Performance-Based Outcomes
	Performance –Based Vendor Accountability

	The Special Supplemental Nutrition Program for Women, Infants and Children (WIC Program)

	State $120,000

Federal $51,160,930
	13,209 women

46,641 children
	The Connecticut WIC Program serves pregnant, postpartum, and breastfeeding women; infants; and children up to five years of age. The program provides services in four major areas during critical times of growth and development, in an effort to improve birth outcomes and child health: 1) Nutrition Education and Counseling; 2) Breastfeeding Promotion and Support; 3) Referral to outside medical and social services; and 4) Vouchers for healthy foods prescribed by the WIC Nutritionists (WIC food packages). Eligibility is based on both income (up to 185% of the federal poverty level) and nutritional need based on an assessment of health and dietary information. Active enrollment in Medicaid (HUSKY A) qualifies applicants for categorical eligibility in the WIC Program.
	Federal and state regulations include a number of prevention related standards that the local agencies must meet, including timeframes for enrolling program applicants; requirements regarding the early and continuous enrollment of pregnant women; policies to ensure that all pregnant women are encouraged to breastfeed, unless medically contraindicated, and provided breastfeeding information and support; requirements to provide information regarding the risks associated with drug, alcohol and tobacco use during pregnancy; and to ensure that children are screened for anemia and lead poisoning by their health care provider.
	•At least 70% of pregnant women participating in the WIC Program for a minimum of 6 months gain appropriate weight 

•The incidence of low birth weight (LBW) among infants whose mothers were on the WIC Program for at least 6 months during pregnancy does not exceed 6% 

•At least 55% of infants whose mothers were enrolled in the WIC Program during pregnancy breastfeed 

•At least 25% of infants enrolled in the WIC Program breastfeed for at least 6 months 

•The prevalence of anemia among children enrolled in the WIC Program for at least one year does not exceed 9% 


	Local agencies that sponsor WIC Programs must submit annual program plans that identify measurable outcome and process objectives, and specify action plans and evaluation methods. 

The State WIC office tabulates and provides outcome data to the local agencies twice per year for their use in program evaluation. 
The State WIC office conducts on-site performance evaluations of each local agency at least once every two years. 



Prevention Program Name:
Injury Prevention– Intentional Injury-Youth Violence
Funding Level:  FY 2008-2009

State:  $0
Federal: $45,188.00

Number of children and families served:  Through Youth violence prevention programs funded under the local health allocation are dependent upon local health departments and districts deciding to use Preventive Health and Health Services Block Grant (PHHSBG) funding for youth violence prevention.  A total number of 11,887 youths were served     
Long-Term Agency Goals:  Reduce youth violence among children in Connecticut.
Program Description: Youth violence prevention programs contracted by the Connecticut Department of Public Health (DPH) focus upon increasing knowledge and changing behaviors that are manageable within the limited scope and influence of the programs. Program goals include increasing awareness; recognizing and dealing appropriately with anger, conflicts, peer-to-peer relationships; increasing knowledge regarding the impact of, and risk factors, for violent behavior; decreasing arguments and fighting and providing knowledge of appropriate resources for help.

Strategies: 

Youth violence prevention programs funded under the local health allocation are dependent upon local health departments and districts deciding to use Preventive Health and Health Services Block Grant (PHHSBG) funding for youth violence prevention. Programs are required to follow the program template, which recommends Federal sources and other resources for program development, and are required to report on the outcome measure. The Injury Prevention Program provides technical assistance and contract monitoring to contracted programs. The cities of Bridgeport and Danbury were contracted to conduct these services.

Performance-Based Standards:  Programs are required to report on a specific youth violence prevention outcome measure.

Performance –Based Outcomes:  

Ninety-five percent of program participants are able to identify nonviolent alternatives to fighting.

Performance-Based Vender Accountability:  Contracted programs are required to report on program activities, process and outcome measures. Programs use questionnaires, surveys and/or observation to assess outcome measures including violence prevention related survey instruments from Measuring Violence-Related Attitudes, Behaviors and Influences Among Youths- Centers for Disease Control and Prevention publication. 

Measure of Effectiveness: Contracted programs report that 95-100% of participants are able to identify nonviolent alternatives to fighting. Observation and program specific evaluation tools assess the outcome measure. 

Methods: Local contractors decide who will participate in the program and report on participant demographic information. Programs are not required to report on income since there are no income requirements for program participation. Because individual program numbers are relatively small, group outcomes are reported. Demographic information documents that violence prevention programs reach disparate populations. 

	Injury Prevention Program  - Intentional Childhood Injury

Prevention

Youth Violence Prevention


	Federal: $45,188.00

State:  $0
	 A total number of 11,887 youths were served
	Youth Violence prevention programs contracted by the Connecticut Department of Public Health (DPH) focus upon increasing knowledge and changing behaviors that are manageable within the limited scope and influence of the programs. Program goals include increasing awareness; recognizing and dealing appropriately with anger, conflicts, peer-to-peer relationships; increasing knowledge regarding the impact of, and risk factors, for violent behavior; decreasing arguments and fighting and providing knowledge of appropriate resources for help.
	Programs are required to report on a specific youth violence prevention outcome measure.


	Ninety-five percent of program participants are able to identify nonviolent alternatives to fighting.


	Contracted programs are required to report on program activities, process and outcome measures. Programs use questionnaires, surveys and/or observation to assess outcome measures including violence prevention related survey instruments from Measuring Violence-Related Attitudes, Behaviors and Influences Among Youths- Centers for Disease Control and Prevention publication. 
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